Chiropractic yemonis ¢

PEDIATRIC INTAKE & HISTORY )

PATIENT INFORMATION

Patient Name Mether's Name
Address — Mother's Occupation
City &p State Mother's Phone ...
Colt Bhone (f applicable) ... ... Mother's Email

Ernail {if applcable} - e s .

sex OM OF  Age o Birthday Father's Name
Father's Qccupation
IN CASE OF EMERGENCY, CONTACT Father's Phone . -
Name Father's Emaf
Helationship . Who may we thank for referring you?
COMBABE NUIMIDET e ———————————————————————— o o1

0O Wallness Checkup 1 GCthen:

I your child is already experiencing a symptom, please describe it:

& Pre-Tarm O Fatigue

Has your child bean treated on an emargency basis for this symptom or any other reason? & Yes [l Neo

Please desetDE! . ...cecssemsncss s

MOTHER'S PREGNANCY HISTORY

Did you experience any complications during your pregnancy? (check all that apply)

0 Back/Other Pain Q Gestational Disbetes O Pre-eclampsia {J Strep B U Mausea/Vomiting

L3 Swelling O Gther {please describe)

BIRTH HISTORY

0O Birth Center
£ Scheduled/Induced
Problems during labor / dellvery?

3 Hospital

13 Cesarean

4

g Haome
O Epidurat

£} Normal / Vaginat O Breech

{1 Antibiotics
O Bespiratory Distress

s -

O Congenital Anormalies
3 Extended Hospitalization

O Failure to Thrive
0 Other

O Jaundice O Meconium




GROWTH & DEVELOPMENT

Infant feeding: {3 Breast 1) Bottle Q Formula

Mumber of hours of sfeep each night: Quality of sleep:

At what age did the child:

Respond to sound: Crawi: Hotd head ups
Stand: Sit UnsUPPONEE. ... Walk unsupported: .

,
CHIL!)HQQD BISEASES !LLNESSES é? VACC!NATIONS
Has your child had {check 2 that apply}?:
0 Chicken Pox (1 Measles () Rubacla
I Mumps 1 Rubslia 0 Partussis/Whooping Cough
Has your child ever suifered fror {check ali that apply) ™
3 Allergies O Broken Bones 4 Bigestive Issues O Hyperiension 0O Orthopedic Probiems
tipation/diarrh
t Anemia 0 Chronic Ear Aches (constipation/ciarthea) & il;lz\lf_‘ehlle Rheumatoid I Parglysis
riti
£} Arm Froblems L Colds/Flu QO Dizziness ' O Pocr Appstite
0 Asthma Q Colic 0O Fainting B Joint Probiems O RupturesMernias
O Back Aches 0O Convuisions/Seizures {3 Headaches £} Leg Problems ¥ Sinus Trouble
£} Bed Watting 0 Delayed Speech {1 Heart Troubls £1 Neck Problems [T Tubercuicsis
& Behavioral Problems Q Diabetes QO Hyperactivity 8 Neuritis g Walking Prohlems
Have you vaceinated your child?
0 No 2 Yes O As schediied 8 Belayed Schedule
et 81t et et 1 285 1181826 144 e e st 55 £ 0 s o oAt 1 o
ALLERGIES, MEDICATIONS, SHRGERIES & FAMILY HISTORY
ALLERGIES {list) MEDICATIONS {list}
SURGERIES {list) FAMILY HISTORY {list)
\\_\’__ p
~ SIBLINGS
How rmany children do you have? Nurnber of pragnancies; é
Childrens’ ages: Are you currently pregnant? O Ne O Yes, P'mduer §
Childrens' health congerns: Health concerns regarding this pregnancy? E
................................... %
........................................... o

t acknowledge that all information provided Is accurate. | hereby authorize thls clinfe and Its doctor(s) to administer care as they deem

necessary to my child. | authorize the utilization of this application or coples for the purpose of processing heaith Insurance clalins and
eifecting payments.

Signed: Gate: Stalf:




Chiropraciic (7
Memphis

Informed Consent

REGARDING: Chiropractic Adjustments, Modalities, and Therapeutic Procedures:

I have been advised that chivopractic care, like all forms of health care, holds certain risks.
While the risks are most often very minimal, in rare cases, complications such as sprain/strain
injuties, irritation of a disc condition, and although rare, miinor fractures, and possible strolee,

which occurs at a rate between one instance per one million to one per two million, have
been associated with chiropractic adjustments,

Treatment objectives as well as the risks associated with chirapractic adjustments and, all
other procedures provided at Chiropractic Memphis have ‘been explained to -me to my
satisfaction and | have conveyed my understanding of both to the doctor. After careful
consideration, | do hereby consent to treatment by any means, method, and or techniques,

the doctor deems necessary to treat my condition at any time throughout the entire clinical
course of my care.

¥ v |

/ ¥, Witness initials
Pate

Patient or Authorized person’s Signature

REGARDING: X-rays/Imaging Studies

FEMALES ONLY <> please read carefully and check the boxes, include the appropriate date,

then sign below if you understand and have no further questions, otherwise see our
receptionist for further explanation,

3 The first day of my {ast menstrual cycle was on . .
Date

01 | have been provided a full explanation of when | am most i

kety to become pregnant, and
to the best of my knowledge, | am not pregnant,

By my signature below | am acknowledging that the doctor and or a member of the staff has
discussed with me the hazardous effects of ionization to an unborn child, and | have conveyed

my understanding of the risks associated with exposure to xX-rays. After careful consideration |

therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed
Necessary in my case,

/ / Witness Initials
Patient or Authorized person’s Signature Date




Adminisirative Policies & Nolices * Notice of Privacy Practice|

Ghironractic Memphis HOTICE OF PRIVACY PRACTICE

This office Is required to notily you in writing, that by law, we must maintain the privacy and confidentiality of
your Personal Health Information. in addition we must provi

ide you with written natice concerning your rights to
gain access to your heaith information, and the potential circumstances under which, by law, or as dictated by

ocur office policy, we are permitted to disclose information aboul you to a third party withoul vour
authorization, Below is a brief sumimary of these circumstances, If you would like a more detalled explanation,
one wili be provided to you, In additian, you wilt find we have placed several copies in report folders labsled
'HIPAA” on tables in the receplion. Once you have read this notice, please sign the last page, and return only
the signature page {page 2) to our front desk receptionist. Keep this page for your records.

PERMITTED DISCLOSURES:

Treatment purposes- discussion with other health care providers involved in Your care
Inadvertent disclosures- open treating area means open discussion. If you need to speak privately to the
doctor, piease et our staff know so we nan place you in a private consultation roorm.

For payment purposes - to obtain payment from your insurance company or any other collateral source.
For workers compensation purposes- o process a claim or aid in investigation

Emergency- in the event of a medical emergency we may notify a family member

For Public health and safety - in order to prevent or lessen 2 serious or eminent threat to the health or
safety of a person or general public,

To Government agencies or Law enforcement —~ to identi
missing person,
8. For military, nationat security, prisoner and government benefit pUposes.
8. Deceased persons ~discussion with coraners and medicat examiners in th
10. Telephone calls or emails and appointment reminders

regarding a missed appointment of apprize you of chang
11. Change of ownership- in the event this practice is sold, ¢

YOUR RIGHTS:

fy

S

i

fy or locate a suspect, fugitive, material witness or

g event of a patient's death.

-we may call your home and leave messages
28 in practice hours or up caming events,

he new awners would have access to your PHI,

To receive an accounting of disclosures

To receive a paper copy of the comprehensive “Detail” Privacy Notice

To request mailings 1o an address different than residence

To request Restrictions on certain uses and disclosures and with whom we release information to, although

we are not required to comply, if, however, we agree, the restriction will be in place until written notice of
your intent to remove the restriction.

- Toinspsct your records and receive

R

one copy of your records at no charge, with notice in advance.
on. However, like restrictions, we are not required to agree to them.

; at no charge, when timely notice is provided {72 hours). X-rays are
ariginal records and you are therefare not entitled to them. If you would like us to outsource them to an

imaging center, to have coples made, we will be happy to accommodate you, However, you will be
responsible for this cost.
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COMPLAINTS:

f you wish to make a formal complaint about how we handle your heaith informatjon, please call Brenda Taylor
al {801) 795-6363 ext 2. If she Is unavailable, you may make an appointment with our receptionist {o see her

within 72 hours or 3 working days, If you are still not satisfied with the manner in which this office handies your
complaint, you can submit a formal complaint to:

DHHS, Office of Civil Rights
200 Independence Ave. SW
Room 509F HHM Building
Washington DG 20201

Page 1 of 2 JBR,DC 5/2011



Fatient initials: ~refaining page 1 of 2

I have received a copy of Chiropractic
practices duty to protect my health inf
duties to the doctor. | further Understand that this office feserves the right to amend this ‘Notice of Privacy
Practice” at a time in the future and will make the new provisions effective for all information that it maintains
past and present.

| am aware that a more com
reception area. At this time,
received.

prehensive version of this Notice”

Is available to me and several copies kept in the
b do not have any questi

ons regarding my rights or any of the information | have

Patient's Name

BOR HR#
Fatient signature Date
Witness Date

Page2 of 2
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ADRINISTRATIVE- NOTICE OF- OFFICE POLICIES

Welcome to Chiropractic Memphis

As a potential new patient, we feel it is important that you understand our office policies regarding, how patients
of this practice are cared for, and the various methods we offer to facilitate payment for that care. Please read
each policy carefully so there is no misunderstanding as to what you can expect as a patient of this practice, and
what we expect in return. Once you have read “Our Office Policies”, if you have any questions or any of these
policies are unclear to you, and you would like further explanation before submitting your Application for Care,
please let our front desk know and a member of our staff will he happy to discuss them with you further. We
believe it is in everyone’s best interests to provide potential new patients as much information as possible about

how the doctors at this office practice chiropractic so that an informed decision can be made as to whether they
wish to become a patient.

Over time, individuals who are accepted, as patients at this office, gain a greater understanding as to the purpose
of chiropractic. Since the majority of patient care occurs in an open bay area, patients have a unique opportunity
to abserve firsthand the positive results that are achieved and the benefits derived from being under chiropractic
care, This knowledge and-awareness reaps a positive environment that promotes healing and encourages families to
maintain good health. We want your experience with us to be an exceptional one, so help us to help you and
together we can make affirmative changes in your life and the lives of those you care abouit.

E3 PATIENT PRIVACY - Since the rmajority of patient care takes place in an open bay area, it is important to understand that
any conversations you have with the doctor can be overheard by other patients. In order to maintain patient privacy it is the
policy of this practice to refrain from discussing any confidentiat matters with patients during treating hours while patients are
being adjusted. If you have a confidential matter you wish to discuss please let us know and we will schedule time for you to
speak to the doctor in a private consultation room. These consultations must be scheduled in advance.

{1 YOUR CARE - When a patient seeks chiropractic health care and we agree to provide that care, it is essential for the patient
and the doctor to be working toward the same ebjective. Chiropractic care at Chiropractic Memphis is rendered primarily to
minimize and reduce subluxations, which are a major interference to the expression of the body’s innate wisdom. The doctors
use a myriad of technigues to accomplish this goal, including but not limited to Diversified, Thompson & Activator. It is
important that you understand both the objective and the method(s) so there is no confusion or disappointment. Tremendous
progress has been made in the rehabilitating and correction of spinal prebtems. Where in the past, chranic spinat structural
problems could not be reversed or corrected, today they can. Your doctor will cutline a course of treatment that witl take vou
beyond simple pain retief, through two distinct phases of care to make a structural correction to your spine that will enable
your central nervous system to function optimally, thereby improving your overali health.

[ FIRST THINGS FIRST- Prior to receiving chiropractic care at this office, a health history and examination will be completed.
tmaging studies as well as any other necessary diagnostics may also be ordered, to confirm the true nature of your condition
and exact location of subluxations. The results of these procedures will aid in assessing your presenting problem, your overatl
health and, in particular, the condition of your spine. They will also assist the doctor in determining the type and amount of
care you will need. All relevant findings will be reported to you along with care plan recommendations so that you ¢an make
the best possible decision regarding your health care needs. Our gold standard for care is to ensure the reduction of
subluxation while teaching patients what they need to do in addition to being adjusted to maintain their health for a lifetime.

L3 PATIENT’S REPORT OF FINDINGS - To enhance your understanding of the chiropractic approach that will be used to manage
your health, immediately following your first adjustment, you will be scheduled for a ‘Doctors Report of Findings'. The
information you receive at this appointment will be both informative and clinically relevant to your case, therefore attendance
i5 required for individuals who wish to become flew patients of this practice. Because the results of your X-rays and ali
examinations as well as the doctors’ recommendations for care, will be discussed at that time, we strongly urge new patients
to invite their spouse or significant other to attend, We know from experience that when a patient’s family understands the
goals and objectives of chirppractic care and how restoring and maintaining good health can affect their lives as well, they
became infinitely supportive and helpfut in making important decisions concerning treatment options,

3 MASSAGE CANCELATION POLICY - Because of the nature of the massage therapy service and the time required to prepare,

we respectfully request a minimum of a 1_hour notice to reschedule your appointment. There will be a $15.00 charge for
missed massage therapy appointments.

Page 1 of 2 JDD, BC 5/2011



Note: Patient retains the above Notice of Office Policies and Chiropractic Memphis retains the signature sheet.

Patient initials: -retaining pages 1 of 2

I hereby acknowledge receiving a copy of the practices ‘Office Policies' a two page document, the first page of
which I have read and retained. This second page is recognized by me as the signature page and will be retained by
the practice as evidence of my receiving and understanding this ‘Notice’. | further acknowledge that any concerns

regarding these ‘Policies’ as well as all my questions, have been answered by a qualified member of the staff to
my complete satisfaction,

Patient's Name DOB
Patient signature Date
Witness _ : Date

Page 2 of 2 JoD,DC 572011



